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INDICATIONS FROM A MEDICAL STAND-
POINT FOR OPERATIVE PROCEDURES IN
THE PRESENCE OF CHRONIC GASTRIC
SYMPTOMS.

BY MAURICE VEJUX TYRODE, M.D., BOSTON.

Probably no greater field for strife between
medical and surgical men exists than in ab-
dominal affections giving rise to gastro-intestinal
symptoms. The medical side argues that surgical
treatment, except with serious complications,
gives too high mortality and accomplishes no
more than medicine. This applies particularly
to cases of duodenal and gastric ulcers, gallstone
disease and appendicitis with rather indefinite
focal symptoms, or at least chiefly those cases of
so-called " hypersécrétion." The surgical men
reply that, as a rule, cases are sent to them only
when grave complications exist, which enormously
increases the mortality and also decreases the
opportunity for complete cure.

Undoubtedly both sides have some reason for
their position. The medical men, especiallythose not well trained in gastro-intestinal diag-
nosis, and unable to make a fairly positive diag-
nosis in the face of mild persistent symptoms,
fear to take the responsibility of recommending
operation. This is frequently on the ground
that they have had some sad experiences, such
as nervous dyspepsias, killed by gastro-enteros-
tomy, or cases of duodenal or gastric ulcer or
gallstones in which the surgeon contented him-
self with only the removal of the appendix and
thus left the patient as badly off as ever or need-
ing one or two more operations, or dying of some
complication. These sad results are sometimes
to be blamed on the surgeon for not being willing
to explore other suspected sources of disease,
but it is much more often the physician's fault
who from insufficient examination is so un-
certain about the conditions that he leaves it
all to the surgeon, without special recommendation
for thorough search. The surgical side is ab-
solutely right in saying that too great hesitancy
and delay occurs in the hands of most medical
men. Therefore, there should be a correct
position and a standard upon which to classify
cases.

My personal method is to place cases in one
of three groups after sufficient examination,

diet tests, etc. The first consists of those which,
to my mind, it is absolutely wrong to give medical
treatment, and if the patient refuses operation,
I refuse to treat them. The second consists
of cases where I am reasonably certain that
operation should be performed to insure complete
cure or more safety to the patient, but in whom
the symptoms and disablement are not suffi-
ciently great to refuse them medical treatment.
The latter I only carry out under protest, having
thoroughly explained that I cannot promise a
medical cure and that they are in danger of
certain serious complications. The last group
comprises cases of a purely medical type in which
excellent results are obtained by medicine or
where surgery could be of no avail and where I
would oppose surgical interference.

The cases which come to my office or to that
of any gastro-intestinal specialist, in the large
majority, complain of eructation, burning at
the pit of the stomach or esophagus, so-called
sour stomach, fullness, distress, régurgitation,
constipation, sometimes nausea, vomiting and
pain, feeling of emptiness and faintness at the
stomach. With these symptoms the analysis of
the stomach contents with proper test meals
sometimes shows an increase, decrease or normal
HC1, occasionally the presence of lactic acid
and microscopic or macroscopic vegetable residue,
the presence or absence of occult blood, but al-
ways very little or thin stomach mucus. The
stools are often hard, small and frequently show
an increase in fat globules, fatty acid crystals
and an excess of half-digested muscle fibers and
sometimes occult blood. The urine and the blood
show no constant changes.

The cases of this group can be pretty sharplydivided into the following sub-groups. Firstly
are the gastric neuroses, occurring in nervous
fatigue and hysteria and showing either abnor-
mality" in the sensory, secretory or motor function,
but usually more or less in all three, yet with no
organic basis. These include cases with distress,
fullness, pressure, eructation, régurgitation and
vomiting of the neurasthenics; also many of
the cases with nervous increase in HC1 frequently
classified as hyperacidities or hypersécrétions.
Gastric crises may be introduced here .for want
of a better place. Secondly, we have the me-
chanical conditions, often associated with nervous
symptoms, such as gastroptosis or adhesions from
other organs interfering with the function of the
stomach. Thirdly, a great group, the majority,
is formed by a condition which I call chronic
non-mucous gastritis and which comprises many
so-called hyperacidities, hypersécrétions, gastro-
succorrhea, chronic parasecretion and many cases
generally passing for nervous dyspepsias, gastric
symptoms of Bright's, heart and lung diseases,
of the female adnexa, the gastro-intestinal symp-
toms of chronic appendicitis, gall-bladder disease,
pancreatitis, adhesions, cases called gastric ex-
coriations by Einhorn, or chronic hemorrhagic
gastritis by Pilcher. I may be sharply criticised
for placing a large percentage of cases of so-called
hyperacidity and hypersécrétion in my group of
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chronic non-mucous gastritis, yet there has been
experimental evidence to demonstrate organic
changes. Korczynski and Jaworski have demon-
strated that in cases of so-called hyperacidity or
hypersécrétion, or from pieces of the stomach
excised during the removal of an ulcer which had
been accompanied by great hyperacidity, that
there were marked changes both macroscopic
and microscopic in the mucosa. The latter
showed a pronounced "état mamelonné"; mi-
croscopically, they saw extensive small round-
cell infiltration beneath the raised epithelium
which extended downward between the inter-
glandular tissue into the submucosa and even
penetrated the tubules of the glands. The peptic
cells were degenerated and disintegrated, whereas
the parietal cells were well-preserved. These
are certainly, to my mind, changes indicating
an inflammatory condition and may righteously
be classified as a gastritis instead of as a neurosis.
Yet, in other cases, rarer ones, of gastro-suc-
corrhea or hyperacidity, they were unable to find
anatomic changes. These comprise the class
which I place under gastric neuroses. Riegel
states that in hyperacidity the pathology is not
known because simple uncomplicated cases do
not come to autopsy, and takes the stand that
there probably is no pathological change; yet
he himself reports a case which died of pneumonia
where superficial excoriations were found.

The fourth group of our classification comprises
gastric and duodenal ulcers. Not alone the
gastric, but even the duodenal ulcers may be
preceded, produce or keep up not only secretory
changes, but also low-grade inflammatory re-
action in both the stomach and duodenum. In
fact, Fenwick ascribed the " hunger pains "
in duodenal ulcer to hypersécrétion, which to
my mind is secondary to a low-grade gastritis.The fifth group comprises cancers originating
from previous ulcérations.

The above-mentioned group of symptoms are
by far more common than another syndrome,
where pain is rarely found, where the appetite
is absent, food, especially meat, causing nausea,
the latter symptom being very frequent even at
other times, accompanied by a feeling of fullness
and distress and vomiting in from one to three
hours after meals. This vomiting consists of
badly tasting material made up of partly digested
food not in large amounts, but containing much
mucus. There is also nausea, and vomiting on
awaking, of small quantities of tenacious mucus.
In these cases the test breakfast shows very little
digestion of the bread, but the same is intimatelymixed with tenacious mucus; retention even

microscopic is not very frequently found; hy-drochloric acid is either greatly diminished or

absent, lactic acid may be present, but there is
always large quantities of characteristic mucus.
The stools may be soft or hard, frequently loose
or spongy, putrefactive and containing considera-
ble undigested residue, especially connective tissue
and elastic fibers. This last symptom-complex
comprises the cases called by various authors
chronic catarrhal gastritis, chronic gastritis, but

which I prefer to call chronic mucous gastritis.These cases are rather rarer than the chronic
non-mucous gastritis, and, although they may be
occasionally secondary to other affections, are
very apt to be primary, due to indiscretions of
diet, but most frequently to excessive use of
alcohol and tobacco. They are the ones which
at autopsy show the greatest diffuse changes in
the stomach.

Pathologic physiology.
—

There is no doubt, as
has been proved repeatedly, that emotional and
nervous conditions have a tremendous influence
upon the character of the secretion of the stomach
as upon its motility and sensorium. For in-
stance, it is well known that sudden shock or
bad news during or preceding a meal may arrest
the secretory and motor functions of the stomach,
resulting in stagnation, feeling of distress ami
frequently rejection of the meal undigested. In
like manner, continued nervous strain and irri-
tability is very prone to produce an increased
secretion of HC1 or of total gastric juice with a
diminution of the mucous contents, as there
seems to be a certain opposite relation between
the two constituents, HC1 and mucus. It is
easy to see how a mucosa either of the stomach
or duodenum continually irritated by an over-
acid secretion without the protection of the nor-
mal thin mucous coating may partake of a low-
grade irritation, which may give rise to still
further increased acidity and later to the for-
mation of superficial excoriations which in turn
may become ulcers by self-digestion. On the
other hand, certain conditions or reflexes emanat-
ing from other organs may check the formation
of HC1 when the mucous membrane becomes more
prone to infection; thus a gastritis results of the
type first described by Einhorn, under the name
of erosions, and later by Pilcher as chronic
hemorrhagic gastritis. This form is less apt to
produce ulcers because the gastric juice usually
contains little or no hydrochloric acid, and under
these conditions self-digestion is not so apt to
occur as proved by the experiments of Bolton.
With inflammatory processes of the stomach

and duodenum, it has been repeatedly shown
lately that involvement of the gall bladder and
pancreas is not infrequent, and, in fact, this
involvement is presented by an eminent English
surgeon as one of the great dangers in the per-
sistence of a non-operated duodenal ulcer. Thus,
cholecystitis or pancreatitis may result from
ulcerative duodenitis. Through the reception
of improperly digested food, the lower parts of
the intestine become involved and it is most
common to have some form of low-grade entero-
colitis present in cases of chronic inflammation
of the stomach, as I have shown in a previous
publication. This may give rise either to diarrhea
or constipation, but more frequently to con-
stipation, which in itself greatly aggravates the
condition. The unnatural contents stagnate in
the region of the cecum and produce a low-grade
cecitis which next spreads to the appendix. I
have frequently had cases coming to me for chronic
constipation with pain in both right and left
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iliac fossa and exquisitely sensitive at McBurney's
point and on palpation of the cecum. These
would frequently clear up rapidly upon proper
treatment for the colon and stomach. In such
cases the test is the treatment. If they do not
react favorably, the appendix is probably involved
beyond reach, and probably, on account of an
anatomical twist, short mesentery or constriction
at the neck, will never quiet down and there
should be operation soon.

As there is a physiologic correlation of functions
of the gastro-intestinal tract, so we have also a
very close correlation of pathologic conditions
forming a vicious circle.
In going over carefully the early histories of

ulcers, one is struck by the great mildness of the
first symptoms, their exact resemblance to cases
of nervous hyperacidity and easy relief by treat-
ment applied to this affection. This and the
fact that in a previously always strong robust
man it is not likely or pathologically possible
that a callous ulcer would spontaneously form
out of a clear sky with no previous changes what-
ever in the stomach, leads one to the natural
conclusion that probably first functional secretory
changes occur followed by an inflammatory con-
dition with lowering of the resistance of the
stomach and duodenal mucosa, with subsequent
erosion, then ulcer formation. In other words,
we have a pre-ulcerative stage to duodenal and
gastric ulcers.
To continue with our chain, it is easy to fancy

that in some cases inflammation of the duodenum
may lead to cholecystitis with or without stones;
likewise the chronic low-grade irritation of the
intestines may spread to the appendix, which, on
account of its frequent anatomic malformation
and malposition, is unsuited for medical treat-
ment or proper natural drainage of its inflam-
matory products.
The interesting cycle begins here. It has been

proved beyond reasonable doubt by American,
French and English surgeons that diseases of the
appendix or gall bladder reflexly cause gastric
irritation or inflammation which is frequently
relieved by removing the remote offending causes.
The symptoms are those which I classify under
chronic non-mucous gastritis and occasionally
show an increase in HC1, but perhaps as fre-
quently a decrease with excoriations, the latter
condition having been so well studied by McGrath
in cases of appendicitis. With these conditions
there is often associated a spasm of the pylorus so
that emptying of the stomach is delayed. The
pain has been ascribed to this spasm, but I am
rather inclined to refer it to the hypersensibility
of the inflamed mucous membrane to the retained
products of digestion or decomposition. If in-
flammation is produced of the particular type
necessary, it is easy to see how ulcers may result.

When we grasp this correlation of pathologic
conditions, we can easily understand the reason
for the frequent association of several organic
conditions at once capable of giving rise to gastric
symptoms. The appended table taken from
Fenwick is interesting; these are cases which he |

calls hypersécrétion and most of which I would
call non-mucous gastritis, which he had had oper-
ated during the last two years with advice to the
surgeon to make careful inspection of all the
abdominal organs, particularly stomach, duo-
denum, gall bladder, pancreas and appendix.

Fbnwick's Table.
Cases.
13
46
12
22
3
5
4
4

112

As may be seen in 112 cases with symptoms
of " hypersécrétion," over one tenth had a double
lesion as a cause or association practically equal
to the number of simple gallstones or simple
gastric ulcers. The number of cases of double
lesion were one half as frequent as cases of simple
appendicitis which we consider so common.
The most common cause of the symptoms was
a duodenal ulcer, the next was a simple chronic
appendicitis, the third was a complication of
several conditions and only subsequently came

simple gastric ulcers, gallstones and carcinoma.
It is not surprising that four cases of gastric
cancer showed themselves to Fenwick with
perfect symptoms of " hypersécrétion," since
it has been shown by the Mayos and others that
most gastric cancers originate from a previous
ulcer. In considering the results of this careful
gastro-enterologist who had his operations per-
formed by careful surgeons with instructions for
thorough search, we are struck by the fact that
in operations performed with this syndrome the
chances are very great, at least one in ten, of
finding two distinct pathological conditions.
I have had a case with three, namely, duodenal
ulcer, gallstones and calcareous appendicitis.
If these conditions, gall-bladder disease, chronic

appendicitis and gastric and duodenal ulcers,
all may produce a chronic non-mucous gastritis,
called by Fenwick and others " hypersécrétion."
the symptoms of these various diseases must
frequently be alike, and they are. And un-

fortunately, these same symptoms frequently
represent a non-mucous gastritis resulting from
constitutional diseases, as of the heart, kidney
and lungs, nervous conditions and indiscretions
in living. Therefore, the problem of the medical
man is to make an etiological diagnosis, and
Mayo is absolutely right when he ridicules the
present meaningless German classification of
gastric affections.

Occasionally gastric symptoms tend to show a
certain type, especially as regards the symptom
of pain in gastric and duodenal ulcer, chronic
appendicitis and gallstone disease, and on next
page is appended a table which I published last
year. This, however, is not at all constant, but
may occasionally serve as a guide to differentiate
the sources of the " hypersécrétion."

Chronic ulcer of stomach,
Chronic ulcer of duodenum,
Gallstones,
Chronic appendicitis,
Gastric and duodenal ulcers,
Gastric ulcer and appendicitis,
Duodenal ulcer and appendicitis,
Cancer of the pylorus,
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Table of Pain.

I always held the same position as that of
Mayo, and which Hall, an internist, has just
published, that it is not necessary for the medical
diagnostician to make an absolute diagnosis of
all the anatomical changes before the abdominal
section. These must be made or corroborated
by a well-trained and careful surgeon at the time
of the operation. The medical diagnostician's
part is to decide whether at least one or more of
these medically irremediable conditions are pres-
ent, to recommend laparotomy with instructions
to search especially for ulcers of the stomach,
gallstones and appendicitis, besides the condition
of the pancreas and other abdominal organs.
The exact diagnosis may, however, not infre-
quently be made by a gastro-enterologist.
It is not difficult to decide that a case is a

secondary gastritis, due to phthisis, cardiac or
renal disease suitable only to medical treatment,
or that it is some acute condition, as an acute
perforation or acute hemorrhagic pancreatitis,
demanding immediate surgical interference. It
is not difficult to determine that a case with
obstruction and retention is almost invariably
a duodenal or gastric ulcer, if not a carcinoma;
all needing early surgical interference, since no
ulcer which goes to obstruction ever gets well
without surgery. Thus it is my practice to use
the stomach tube only for diagnostic purposes,
never for therapeutic aims, in cases of obstruction,
as those needing stomach washing should have
gastro-enterostomy What is more difficult to
decide is whether a case is one of an unhealable
callous ulcer of the stomach, a grumbling low-
grade cholecystitis due to a stone or a twisted
chronically inflamed appendix producing reflexly
the symptoms of chronic non-mucous gastritis
without localization; or whether these symptoms
are purely the result of altered secretions incident

to prolonged nervous fatigue and strain combined
with improper dietary.

Certain changes in the composition of the
stomach contents, feces and urine have a signifi-
cance which, taken along with history and physical
examination, may aid us immensely. The pres-
ence, increase or decrease in HC1 to me means but
little in differentiating on the one hand between
cases due to appendicitis, gall-bladder disease
or ulcers, and on the other hand simple non-
mucous gastritis uncomplicated by surgical
conditions.

Hereafter, I shall use the term " complicated "
as meaning complicated with some surgical
conditions. The presence of macroscopic reten-
tion is decisive in favor of " complicated " disease,
and usually ulcer, duodenal or pyloric. Micro-
scopic stasis is offener found in complicated cases
and more especially with ulcers not only in the
pyloric region, but even at the cardiac, as I have
observed several such cases. This was probably
to be explained by reflex spasm of the pylorus.
Obvious or occult blood in the stomach contents
is considerably in favor of complicated disease,
although I have seen it with gastritis of Bright's
disease, which in one case cleared up completely
under treatment and three years after has had no
return of gastric symptoms. Blood does not
always mean ulcer, as it may signify erosions
secondary to appendix or gall-bladder disease.
In the feces in a case of non-mucous gastritis,
decreased digestion of foodstuffs is suggestive of
complicated disease. Blood in the feces has,
to my mind, much more significance than in the
stomach contents after we have excluded hemor-
rhoids, ulcers and excoriations of the rectum and
sigmoid by sigmoidoscopic examination. It is
fairly characteristic of a complicated condition,
and usually ulcer of the duodenum or stomach.
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The test upon which I place most reliance in
determining between surgical and medical cases
is the therapeutic test. The details of my test
is to form the subject of another publication. In
a general way, if there is not immediate absolute
indication for radical treatment, I place all
patients with symptoms of chronic non-mucous
gastritis on a test diet, which is chiefly lacto-
farinaceous, perfectly smooth and usually with
lunches between meals. (This differs consider-
ably from the Leube, Lenhartz and other well-
known diets.) The patient follows a hygienic
treatment of baths, certain forms of exercise and
takes bromides to relax the nervous strain and to
bring about restful sleep. The bowels receive
also appropriate treatment.

Cases of nervous hyperacidity or hypersécrétion
and of simple chronic uncomplicated gastritis,
with or without erosions, improve immensely
within one to two weeks, and the improvement
remains permanent. Occasionally strain and
worry or gross indiscretion of diet bring about
another attack, and if these are often repeated,
naturally ulcer may follow. Yet, it is my firm
belief that if moderate hygienic and dietetic
rules were followed by patients in this pre-ulcera-
tive stage, ulcers would more rarely result.

On cases of gallstone disease, or of chronic
appendicitis, the effect of the treatment is not very
great. There may be a slight improvement in
the sour stomach and distress, but some pain
usually persists even after weeks, months and
years, if allowed to continue.
With cases of gastric and duodenal ulcer, if not

too far advanced and inflamed, the results seem

wonderfully successful at first, as most of the
pain and distress disappears in a short time, and
in the past I have had such cases which I believed
to be simple hyperacidity on account of the ease
with which they were cured each time and because
of the rarity of the attacks; yet, on looking over
my records very carefully, I found that cases
which only came to me once in six months to two
years for the relief of an attack did, on cross-
examination, admit that between times, although
they were generally well, still occasionally had
little distress and pain which were promptly
relieved by soda. In other words, although cases
of ulcer may give the physician credit for having
cured them, because they are relatively so much
better than before treatment, and because they
have learned to suffer a slight amount of stomach
distress as a normal condition, yet few if any will
admit on sharp cross-examination absolute free-
dom from any distress between attacks even on a

very smooth diet. And this is the diagnostic
point between ulcer cases and uncomplicated non-
mucous gastritis. This statement is based upon
the observation of cases which ultimately came
to operation^where the diagnosis was absolutely
proved.
Advanced stages of ulcer are resilient to the

test treatment and show no improvement.
Patients who improve markedly within two

weeks under the test treatment I continue to
treat, while watching carefully for focal symptoms,

and later I broaden their diet. If in a month or
six weeks they are entirely well, with no sensitive
areas and no symptoms whatever, I regard them
as simple chronic non-mucous gastritis with a
possibility of ulcer to be revealed later, but
as distinctly medical cases. If an attack recurs
within a year or more, with the history of
not absolute comfort in between times, I suggestoperation with the probability of finding a surgical
condition at the basis. In cases not benefited
at all by treatment within two weeks and having
the symptom of pain, I unconditionally order
operation. These include inveterate ulcers and
many reflex gastrites from appendix or gall
bladder.

Concerning the cases of suspected appendix or
gall bladder with reflex chronic gastritis which
improves somewhat under medical treatment,
I continue treatment for a few weeks unless
some focal symptoms develop to clear the diag-
nosis. If in six weeks to two months the patient
is much improved, but not entirely, and with some
local symptoms, I order operation believing that
the gastritis is not simple.

SUMMARY.

1. Cases in which I order immediate operation
and refuse medical treatment after the test diet
are those suffering considerable pain and having
shown no marked improvement within two weeks.

2. Cases for which I recommend operation
and treat only conditionally, explaining risks,
are those improved but not wholly cured by
test treatment of few weeks' duration, showing
some pain and local sensitiveness at either upper
quadrant or at McBurney's point.

3. Cases where, to mymind, question of opera-
tion does not enter are those when first attack
is rapidly and completely cured in two weeks'
test treatment; or in others where constitutional
diseases form a contra-indication to surgical
procedures.

Below are cited, out of various series, some of the
most typical cases, illustrating the difference of
types and the classification.

Case 1. Mr. T. C, age twenty-one. Father died of
stomach trouble at forty-five. Patient had typhoidfever eight years ago. Two years ago distress and
vomiting one-half hour after eating, lasted two months.
Perfectly well until two months ago, when same trouble
started. No pain whatever, but distress from 3 to 7
p.m. and vomits large quantities. Appetite excellent.
Examination: Fairly well-nourished, good color,weight 143. No sensitive spot; stomach, lower border,
two inches below the umbilicus. Stomach expression
gave two quarts vegetables eaten fourteen hours before,
strongly acid, with HC1. Clinical diagnosis: Duodenal
or pyloric ulcer with cicatrical contraction causing
pyloric obstruction. Therapy: Recommended im-
mediate operation. Operative findings and procedures
of surgeon (Dr. Bottomley) : Old duodenal ulcer nearly
encircling the second portion of the duodenum. Pos-
terior gastro-enterostomy and closing of the pylorus.Excellent recovery, never vomited again. Two yearsafter operation has gained 30 lb. and remained per-
fectly well.

Case 2. Miss C. M., age forty-five. Family history
good. First stomach trouble ten or twelve years ago,
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when she had an attack of indigestion, with pain across
the stomach. Relieved by vomiting. Troubled usu-

ally after eating. Attacks formerly came on at intervals
of months, but lately has had one for three months
without relief, while before they only lasted a few days.
Examination: Poorly nourished woman, large frame,
weight 149, against her best weight of three months
ago of 160 lb. Lower border of the stomach three
inches below umbilicus. Visible peristalsis from left
to right. Stomach expression gave 500 ccm. with
spinach and other vegetable material from a meal
taken fourteen hours before. HC1 0.25%. Clinical
diagnosis: Pyloric obstruction due to pyloric or duo-
denal ulcer. Therapy: Recommended immediate
operation. Operative findings and procedures of
surgeon (Dr. J. Munro): Old duodenal ulcer, gastro-
enterostomy with infolding of ulcer. Complete re-

covery, no return of the symptoms up to the present,
two and one-half years after. Able to eat everything.

Case 3. Miss M. P., age thirty-two. Father died
of cancer at thirty-six. Grandmother died of cancer.
Four or five years ago attack of indigestion with gas,
sour stomach, but no severe pain and lasted only a
few weeks. Three months ago sudden attack of pain
two hours after dinner, lasted until next day, located in
the epigastrium, relieved by belching gas. Two weeks
later, second attack, lasted one day. Another in a week
and another in a few days. Attacks come between
meals. Appetite excellent. Not constipated up to
three or four weeks ago. Physical examination:
Stomach an inch above the umbilicus. Sigmoid slightly
sensitive and thickened. Spasm and very sensitive at
McBurney's point. Clinical diagnosis: Chronic ap-
pendicitis. Therapy: Made but one examination and
ordered immediate laparotomy. Operative findings
and procedures of surgeon (Dr. Maurice Richardson):
Extensive cancer of the appendix and cecum which
was completely removed with glands, including several
feet of intestine. In about one year the weight, which
was formerly 96 lb., increased to 121.

These three cases are the type which I would place
in the first class of our classifications where there was
no doubt whatever about the ordering of immediate
laparotomy without proceeding to prolonged tests on
medical treatment.

Case 4. Mr. I. C, age forty-six. Twelve years
ago typhoid, had periodic headaches all his life. Four
years ago first stomach symptoms, dull and burn-
ing pain in the epigastrium and right side and relieved
by food. Constipated. Last six months progressively
worse, has attacks nearly every day, has lost 10 lb.
Physical examination: Weight 139, poorly nourished,
lower border of stomach one inch above umbilicus,
very sensitive in the right upper quadrant, very slightly
sensitive over McBurney's point and no rigidity. As
he did not improve after one week's test treatment,
and as the pain was quite considerable, ordered laparot-
omy immediately. Clinical diagnosis: Chronic duo-
denal ulcer with possibility of cholecystitis with gall-
stones. Operative findings and procedures of surgeon:
Extensive cholecystitis, thickened gall bladder with
adhesions, old duodenal ulcer with extensive adhesions
and chronic calcareous appendicitis. Surgeon re-
moved appendix and drained gall bladder, but un-

fortunately did not perform gastro-enterostomy with
occlusion of pylorus. Recovery from operation perfect,
very few symptoms for six months, during which time
he was eating everything. At the end of that time he
came back to me with some of the same old pain, coming
on two hours after eating and going through to the
back. This was evidently the duodenal ulcer lighting
up again. Therapy: Placed him on a smooth diet
with bromide, magnesia and bismuth. In a month

practically free from pain with only a little distress
and gain of 10 lb. Recommended him to continue
indefinitely upon smooth diet until ready to be operated
second time.

Case 5. Mr. P. D., age thirty-four. Father died
of throat trouble at fifty-six. Habits rather bad,
drinks a good deal at times, smoked incessantly and
had a chancer two years ago. Remembered having
cramps in stomach fifteen years ago and has been
bothered since then a little bit with indigestion. Bad
attack of piles ten years ago. Two years ago bad attack
of pain in stomach, vomited blood, remained in bed
for four months, living on soup and soft diet. Lately
has had some burning and pain three or four hours
after meals, but this is easily relieved by soda. Con-
stipated but no vomiting. Best weight 170, now 156 lb.
Physical examination: Glands in the axilla, supra-
clavicular space and groins, abdomen not sensitive,
stomach two inches below the umbilicus, splashing
sounds. Stomach washing showed 200 ccm. with few
pieces of vegetable residue. Therapy: Carlsbad salts
in morning and smooth diet with lunches. Great im-
provement in a week and feels pretty well in a month.

Three months later had bad attack of diarrhea with
enormous ulcerated hemorrhoids. Operation per-
formed when both hemorrhoids and diarrhea were
cured. Nine months later came back for belching and
a little distress across stomach, very quickly relieved
by smooth diet, olive oil, magnesium oxide, two hours
after meals.
Two years later came back with history that he has

felt pretty well during the interim, only recently
patient was on alcoholic debauch and stomach symp-
toms have returned. Pain three or four hours after
meals and wakes up about 2 a.m. with burning pain
relieved by soda. Patient again easily relieved by
smooth diet.

One year later again return of symptoms, even
though has been very careful with diet. Stomach
examination showed marked stasis with HC1, and blood
was present in the stools. Clinical diagnosis: Pyloric
ulcer; recommended immediate operation. Operative
procedures and findings of surgeon (Dr. Wm. Adams) :
Old indurated ulcer firmly adherent, posterially situated
at pylorus. Gastro-enterostomy and pylorectomy.
Year after operation, patient is perfectly well, can eat
everything.
This is a case where I should have insisted more

strenously for operation several years before, yet at that
time results were in Boston so discouraging, and the
patient so completely relieved by medical treatment,
that it was unduly delayed.

Case 6. Mr. R. F., age forty-eight. Father had
same stomach trouble and died at seventy-four. Very
irregular habits of life, has used much alcohol at
times, smokes considerably. Stomach trouble for
twenty-five years, consisting of burning pain and dis-
tress, always relieved by whiskey and soda up to three
or four years ago, when consulted stomach specialist
in another city, who made diagnosis of hyperacidity.Since then severe attacks from time to time, fairly well
between times. Now bad attack for two weeks, not
relieved by rectal feeding and rest in bed. Best weight
152, present weight 139. Well-built man, good color;
stomach, lower border, two inches above umbilicus,
no sensitive points. Contents contained fV% HC1,but no residues. On lacto-farinaceous diet, bromide,alkalies and oil, was relieved in two or three days.
In twenty-three days had gained 17 lb. Considered
himself cured. My diagnosis then (six years ago)
was hyperacidity and advised him to keep on smooth
régime for fear of another attack. Four months after,patient consulted me again for oppressed distended
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feeling. Put him back on diet and ordered more
exercise. Six months after that, made me one more
visit, when complained of pain across back, like a belt,
and Reeling tired, but had been working long hours
(mental) without exercise and had drunk and smoked
considerably. Again relieved. In two months mild
attack of colitis relieved in a week by injections. Thus
I saw him for one or two visits about every six months
until three years ago, always being easily and rapidly
relieved by medical treatment. Three years ago had
severe attack of burning and distress and paroxysmsof severe clutching pains, somewhat relieved by pressing
on the abdomen, once or twice daily. No relief by
treatment in a week, when ordered operation with the
probable diagnosis of duodenal ulcer. As patient's
family objected strenuously to operation, advised con-
sultation of four, including both physicians and sur-
geons. At this consultation all consultants, even
surgeon, were against operation except myself. In
another consultation held one week later, two physicians
were against operation and surgeon and myself for
operation. A few days later family accepted opera-tion. Operative procedures and findings of surgeon
(Dr. Bottomley): Large indurated duodenal ulcer.
Gastro-enterostomy. No symptoms whatever to the
present time, three years after.

Case 7. Mr. G. F. Saw him but once in consulta-
tion. Age, forty-four. Father died of stomach trouble
at sixty-seven, mother died of stomach trouble at
sixty-three. Had typhoid fever at twenty-eight,stomach trouble for fifteen or twenty years. Alter-
nating with some good months and poor months,
attacks consist of burning, gas and pain; good ap-petite, not constipated. Seven years ago trouble
became worse, but after treatment was all right for two
or three years. Five months ago began again, verymuch worse, with great deal of pain coming on three
or four hours after eating and at 1 a.m. Has been
under treatment by local stomach specialist for two
months on pure milk diet without relief, when left
same and returned to his former doctor, who advised
consultation. Physical examination: Best weight
now 200. Stomach, lower border, two inches above
umbilicus, no succussion, no sensitive areas, except
over the sigmoid. Could feel indefinite resistance in
region of pylorus. Stomach contents, 100 ccm. few
coarse pieces bread, no mucus, no HC1. Blood present
by benzidin. No macroscopic vegetable residue,but few vegetable fibers microscopically. Feces con-
tained much occult blood. Diagnosis: Chronic in-
durated duodenal ulcer. Therapy: Gastro-enterostomy
with closure of pylorus or resection. Operative pro-cedures and findings of surgeon (Dr. Maurice Richard-
son) : Chronic duodenal ulcer with large mass and
induration about an inch beyond pylorus. Posterior
gastro-enterostomy. Good recovery.Case 8. Mrs. D. B., age forty-eight. Ten years
ago, stomach out of order, distressed, fullness and gas,vomiting, with sour stomach, lasted about three weeks.
Five years ago similar attack. Three weeks ago similar
attack, yet the attending doctor thought she greatly
exaggerated the pain, and the neurasthenic element was
very strong. She was very constipated. Physicalexamination: Emaciated, rather pale, abdomen soft
and patulous, could distinctly feel descending colon
and upper sigmoid, which was thickened. Sensitive
resistance under left ribs, could palpate right floatingkidney, also appendix, which was quite sensitive;
stomach, lower border, one inch above umbilicus.
Rectal examination showed impacted large ball feces,size of baseball. Stomach contents: 50 ccm. clear,
watery, with partly digested bread, HC1 increased,
very little mucus, few minute pieces lettuce from meal

fourteen hours before. Leucocyte count, 5,000; x-ray,
no stone in kidney or gall bladder. No improvement
on test treatment for one week. Diagnosis: Indefinite,
question of ulcer, cancer of stomach, cancer of splenic
flexure of colon and chronic appendicitis. Therapy:
Laparotomy with careful exploration. Operative find-
ings and procedures of surgeon: Chronic indurated
ulcer of the cardiac end of the stomach adherent and
posterior. Gastro-enterostomy. Three months after
operation, on the lacto-farinaceous diet, patient is
quite comfortable, with no severe attack of pain,
only a small amount of distress, gain in weight 5 lb.
The surgical treatment of this case might have been
greatly improved upon if surgeon had resected the
ulcer according to the method of Mayo, because she
is in danger of malignant degeneration. He also
should have removed the appendix, as she is still quite
sensitive in that region.

Case 9. Mrs. E. S., age twenty-seven. Family
history and past history negative except an attack of
appendicitis at fifteen years of age from which she
recovered until four years ago. Sick headache and
vomiting since childhood. Four years ago appendec-
tomy and salpingectomy performed and curettage
six months ago by surgeon, who refers her to me for
stomach trouble. Stomach worse for last seven or
eight months, much distress after eating and attacks
of vomiting of very sour material three or four hours
after eating. During last two weeks has vomited
nearly everything. Best weight 180 four years ago;
last September, 150; present weight, four months
after same, 140. Physical examination: Sensitive
over descending colon, moderately sensitive in the
region of pylorus, and slightly sensitive over appendix
scar. Could feel slight resistance in region of pylorus.
Stomach washing, 150 ccm. Bread fairly well digested,
no macroscopic vegetable residue, but few microscopic
vegetable fibers, no free HC1. Stomach two inches
above umbilicus. On first week of test treatment
considerable improvement, no more vomiting, but
second week pain and vomiting recurred, when I ordered
laparotomy. Clinical diagnosis: Ulcer of the pylorus
or erosions and pylorospasm, secondary to reflex from
appendix adhesions. Operative findings and procedures
of surgeon (Dr. Wm. Adams) : No visible or palpableulcer in stomach or duodenum. No inspection made
for erosions. Great omentum tied into the appendix
scar, causing considerable traction upon the stomach.
Surgeon divided omentum. Complete recovery, no
return of symptoms after one year. This patient
probably had erosions and pylorospasm due to the
interference with the motility of stomach, and when this
interference was relieved, both these conditions ceased.

Case 10. Mr. E. H., thirty-six years of age. Family
history negative, except constipation and nervousness
seems to run in the family. Has had children's diseases
and periodic headaches since childhood. Four months
ago, after taking headache powders, felt pain in his
side, which has not left him, and has had much burning,
distress and pressure with no relief from treatment.
Best weight, six months ago, 150; present weight,
132. Physical examination : Stomach, normal position;
slightly sensitive under right ribs, also at McBurney's
point. Rather rigid on right side, yet pain was so
little, patient thought it was not much more than any-where else. Diagnosis: Question of gastric ulcer or
of erosions with chronic appendix. Sent him back to
family doctor (in another city) with my test treatment,
with suggestion to examine him again in a month.
One month later immensely better, but not entirely
well and advised the doctor that, in spite of improve-
ment, thought he would need operation and if willing
let me see him again. Came again in five months,

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at WEILL CORNELL MEDICAL COLLEGE LIBRARY on July 19, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



giving history of having been in fairly good condition
in meantime, but had now return of trouble. At this
time there was distinctly localized sensitive area in the
epigastrium, besides slight tenderness at McBurney's
point. Diagnosis : Gastric ulcer and chronic appendici-
tis. Therapy : Advised gastro-enterostomy with possi-
ble resection and closing of pylorus and appendectomy.
Operative findings and procedures of surgeon: Chronic
appendix and gastric ulcer; excised ulcer and removed
appendix. One year after, patient again referred to me
for return of stomach trouble ; placed him on smooth
diet, advised his physician that there was probably
return of the ulcération and that he might have to be
operated again in the future. Now, six months after
this, have heard that he is doing very well, but must
stick to smooth diet.
This case was badly managed from a surgical stand-

point, as not only resection, but gastro-enterostomy,
should have been performed, as gastric ulcers are some-
times multiple or at least the tendency exists to the
formation of another if gastro-enterostomy. is not
performed.

Case 11. Mrs. J. G., age thirty-one. Family
history negative, has had attacks of indigestion all
her life, with occasionally diarrhea and in between
times has suffered from burning and distress after
meals. Examination shows stomach in normal position,
but rather sensitive over the colon, ascending, trans-
verse and descending, which with feces confirmed a low-
grade colitis. Stomach washing: Negative, except
increased HC1. Constipated between attacks. Soon
and greatly relieved by smooth diet and proper treat-
ment of the colon. For four years would return for
treatment at intervals of about six months with his-
tory of acid stomach, nausea, vomiting and some pain
in the lower bowel. Two years ago, appendix was felt
sensitive and ordered operation which patient refused.
Went away and never felt better in her life for one year.
At last examination found her distinctly sensitive at
the appendix and refused to treat her any further
unless operated. Clinical diagnosis: Chronic appendi-
citis with secondary chronic non-mucous gastritis.
Operative findings and procedures of surgeon (Dr.
Wm. Adams): Old chronic appendix bound with
adhesions. Appendectomy. Complete relief of all
symptoms up to present time, six months after. Can
now eat things that never could eat before.

Case 12. Mr. D. M. C, age fifty-five. Mother,
stomach trouble all her life, also sister and one brother.
Trouble started thirty years ago with heart-burn, feeling
of pressure and pain and vomiting right after eating,
but only periodic attacks. Ten or fifteen years ago
attacks grew more frequent, one every two or three
months, usually due to overloading the stomach or being
tired. For last six months has had some trouble
nearly all the tine. Lately has a sharp pain in the
lower left chest one or two hours after eating, relieved
by food; appetite excellent, but afraid to eat. A little
constipated, belches up sour material. Usually re-
lieved by soda and hot water. During the last few
weeks worse, symptoms come on at night one or two
hours after retiring. Weight, six months ago 145, now
135 lb. Physical examination: Sparely built man,
stomach one inch below the umbilicus, local sensitive-
ness at the epigastrium. Stomach contents: 200 ccm.
bread well digested, free HC1 0.25%. Occult blood
present and few microscopic vegetable fibers. On
test treatment, enormous improvement, but not entirely
well. Diagnosis: Gastric ulcer, situated near the
pylorus. Therapy: Recommended laparotomy with
pylorectomy if ulcer found. Patient's family refused
operation, so patient has kept on my diet for one year,
feels very much better, no night pain, only a little

burning in day, relieved by medicine. Gain of weight,
15 lb.
This is rather an unfortunate decision of the family

not to operate, and it is my belief that the ulcer is on
the gastric side and very prone to undergo carcinoma-
tous degeneration.

Case 13. Mr. J. K., age twenty-nine. Attack of
headaches once monthly for ten to fifteen years.Five years ago, distressing pain in stomach and con-
stipation, for which doctor gave him malt and cascara
with relief. For the last few months has had much
pain, distress and burning and knawing, relieved byfood for two hours. His physician has cut down almost
every article of diet without relief. Best weight six
months ago, 146; two months ago, 138; now, 132.
Stomach, lower border, one inch below umbilicus,
very sensitive two inches above and one inch to the
right of the umbilicus, slightly sensitive over cecum and
sigmoid. Stomach contents, 300 ccm., normal HC1,
bread well digested, some black pigment. Benzidin
test positive. No vegetable residue. Test treatment
for two weeks gave immense improvement. Diagnosis:
Chronic gastric or duodenal ulcer probably pyloric.
Therapy: Recommended operation as only chance of
complete cure. Patient disinclined, therefore followed
under his doctor's care the diet and treatment, but in
three months had another most severe attack from
which he recovered in a month and now feels (six
months after) tolerably comfortable on lactaceous diet.

This case in a young man of twenty-nine is one
which certainly should be operated on account of the
great chances of complications later. The pylorus will
close entirely in the space of a few months and years,
then he will willingly come to operation if some inter-
current disease or complication does not carry him off
before.

Case 14. Mr. P. M., age thirty-seven. Had dysen-
tery and complication of diseases while fighting in
Spanish War of 1898. His stomach out of order ever
since. Everything burnt him, distressed and caused
gas, but no sharp pain. Best weight before war,
five years ago, 151; now 133. Physical examination:
No sharp sensitiveness anywhere, just uncomfortable,
with pressure on the epigastrium. Stomach contents
showed increased HC1, otherwise normal. Lower
border of stomach nearly to umbilicus. Reacted in two
weeks perfectly to test treatment, had no further
distress and gained 5 lb. In two months had gained
20 lb. and in two years 26 lb., which he has retained up
to this time with complete freedom from stomach
trouble five years after. Diagnosis: Chronic non-
mucous gastritis with myasthenia, due to debility
from fevers in tropics.

Case 15. Mr. J. H., age thirty-two. Family history
negative. For last three months has suffered terribly
from distress and gas in stomach with frequent vomiting
ofmeals, has lost from 130 down to 95 lb. Has been under
care of local stomach specialist, who has fed him chiefly
on Mellin's Food. Patient is very nervous and intro-
spective, convinced that he has a serious disease from
which he will never be cured. The specialist told him
it was chronic gastric catarrh, but he thought it cancer.
Physical examination and gastric contents revealed ab-
solutely nothing abnormal. Diagnosis: Neurasthenia
with gastric focalization. Therapy: Ordered large
meals of meat, vegetables and milk with meals, between
meals, assured the patient that he had absoutely
nothing organic and made him walk from two to
three hours daily. He has never vomited again to this
day, ten years after, and has gained steadily in weight,
60 lb., has remained always free from gastric symptoms
with the exception of an attack three years ago, while
under particular great nervous strain.
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Case 16. Mrs. E. L., age sixty-one. Family history
good, husband died of cancer of intestines two years
before; has had stomach trouble for three years with
distress, burning and little pain aftermeals, often nausea.
Two weeks ago pain has been much worse, when
she vomited one-half cup of clear red blood. Physical
examination: Weight 142, heart somewhat enlarged,
second aortic accentuated and rough, pulse irregular,
temporal arteries tortuous. Stomach contents acid,
but no free HC1, no retention, occult blood present.
Urine gave from 20-30 casts per slide, a trace of albumin,
quantity around 1,000 ccm. Smooth diet with test
treatment caused entire relief of trouble. Diagnosis:
Chronic non-mucous gastritis with erosions or ulcer,
secondary to arteriosclerosis and chronic nephritis.
Patient gained steadily on treatment and had been
practically entirely free from any gastric symptoms and
has gained greatly in strength up to the present, three
years after.

REMARKJ3 on cases.

Cases 1, 2, 3, 4, 5, 7, 8,12,13, illustrate those of
Class 1, where operation should be immediately
ordered and where it was obvious that medical
treatment could do no permanent good. Case
6 in its earliest stages, Cases 9, 10 and 11 in
their earlier stages, Case 11 in its earlier stages,
illustrate the type where operation should be
thought of and in the present light of our knowl-
edge advised to the patient.

Cases 14, 15, 16 illustrate cases where surgery
is not in question.

Case 16 might have been thought operative
by some surgeons, yet, in view of the serious
arteriosclerotic changes and chronic Bright's,
and also of the great immediate relief on the test
treatment, and considering the age, it seemed
prudent to advise against such measures. This
was substantiated by the future history.

-*-1—-

Clinical Department
SUDDEN DEATH FOLLOWING A PROPHY-
LACTIC DOSE OF DIPHTHERIA ANTI-
TOXIN. AUTOPSY REVEALS STATUS LYM-
PHATICUS.

BY SYLVESTER F. MC KEEN, M.D., ALLSTON, MASS.

The extreme rarity of the above occurrence
induces the writer to report the following case:

In the patient's family, a servant, with a history of
sore throat for several days, was found to have diph-
theria and was removed to the hospital. The other
members of the household had been pretty thoroughly
exposed to infection, and it was, therefore, deemed
advisable to give them all prophylactic doses of anti-
toxin. Consequently 500 units were administered
to a second servant, also to the mother and sister of
the patient. The latter, a girl of seventeen, was at
high school, and it was arranged that she should call
at the writer's office on her way home, which she did.
Casual examination showed her to be well-developed
and nourished, but of a pasty complexion. As in the
case of the others, 500 units of state antitoxin, with
the usual aseptic precautions, were injected deep into
the deltoid muscle. Following this procedure, the
nose and throat were explored to find a possible

cause for a sort of chronic coryza. The nasal pas-
sages were found to be unobstructed, and the mucous
membrane practically normal. There were some ade-
noids and very slightly enlarged tonsils. After this
examination the patient sneezed a number of times,
but otherwise felt all right and seemed not at all
nervous or disturbed. She left the office with her
sister, to whom she complained immediately on reach-
ing the sidewalk of a " stinging all over." They
at once turned back to consult the writer. The
patient grew rapidly weaker, collapsed on the steps,
was at once carried in and laid on the floor. Already
she was completely unconscious, cyanotic and pulseless;
breathing was difficult, and froth and serous fluid ran
from the nose and mouth. There were no convulsive
movements. The body was limp; the face looked
swollen; the corneal reflex was absent. In spite of
artificial respiration, rhythmic traction of the tongue,
and hypodermics of strychnia, death rapidly ensued.
Less than fifteen minutes had elapsed from the time
the antitoxin was injected until the patient was dead.

The autopsy (performed by medical examiner Dr.
W. H. Waiters) showed a persistent thymus gland,
weighing approximately 25 gm., and its left lobe ex-

tending to about the level of the third cartilage; numer-
ous enlarged lymph nodes in the mesentery, swollen
Peyer's patches, an enlarged spleen and small adenoids.
The heart was normal. The lungs were negative and
showed very little edema. The kidneys and other
organs appeared normal. The anatomical diagnosis
was, therefore, status lymphaticus.

On inquiring further into the history of the case,
the following facts were elicited: The father died of
valvular heart disease. The mother is living and
robust, but suffers from hay fever and chronic rhinitis
(no untoward results followed her dose of antitoxin).The only sister is healthy. The patient had had measles
and scarlet fever. For several years (although not
lately) she had suffered off and on from attacks of
asthma (" thymic asthma"?). For this condition
she was treated by a physician, who found at that time
a very slight but persistent trace of albumen and a

leucocytosis. He advised removal of adenoids and
tonsils, but operationwas refused (perhaps fortunately!).
It was said that laughing often brought on a wheezing
attack. For some time past she was troubled by a
slight chronic watery rhinitis (vasomotor?). She was
always pale, although the Tallquist test a few months
ago showed 100% hemoglobin.

Reports of Societies

BOSTON MEDICAL LIBRARY IN CONJUNC-
TION WITH THE SUFFOLK DISTRICT

MEDICAL SOCIETY.
Meeting of Jan. 18, 1911.

Dr. Wm. J. Mayo, of Rochester, Minn., read a

paper on

some observations on the disorders of the stomach
and duodenum, with especial reference to

ULCERS.1
DISCUSSION.

Dr. F. C. Shattuck: In the first place, I wish to
express the obligation every physician must feel to
modern surgery, which, among many lessons, has
taught him much with regard to the pathology, symp-
tomatology and treatment of peptic ulcers. Among

1 See Journal, p. 477.
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